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Abstract 
Background: To assess clinical practice in the light of 
GINA guidelines and to identify and rectify areas of 
weaknesses in current clinical practice so as to provide 
GINA guidelines described standard of care to our 
patients.  
Methods: In this descriptive study 50 consecutive 
asthma patients were audited prospectively.Patient 
demographics were recorded. Every patient underwent 
detailed clinical evaluation as well as objective assessment 
by spirometry.  
Results: The mean age was 43 years with female 
predominance (66%). Fifty eight percent had a family 
history of asthma and 90% belonged to lower middle and 
lower classes. Diagnosis of asthma was made on clinical 
grounds in 90% and only 10% of patients had objective 
confirmation of asthma by spirometry. Fifty two percent of 
the patients were on suboptimal treatment according to 
disease severity and only 30% had correct inhaler 
technique. Only 40% were compliant with the prescribed 
treatment and only 36% had good control of asthma.  
Conclusion: Discrepancy in the theoretical instructions 
(GINA guidelines) and the clinical practice was observed 
in our setting. Majority of patients were on sub-optimal 
treatment with incorrect inhaler technique leading to poor 
asthma control.  
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Introduction 
     Approximately 300 million people worldwide 
currently have asthma, and its prevalence increases by 
50 percent every decade. In Pakistan, 10 per cent of 
children and 5 per cent of the adult population suffer 
from asthma. 1,2 
    People with asthma can live a normal life provided 
they receive appropriate long term treatment 
according to disease severity and are guided from time 
to time about the importance of drug compliance and 
accuracy of inhaler technique. Poor disease control 
due to inadequate treatment and lack of long-term 
follow up is one of the major factors accounting for 
morbidity and recurrent hospitalizations in asthma 
patients. 3,4 
    Evaluating and achieving asthma control has always 
been a challenge for physicians worldwide. This 
warrants the understanding of disease severity and 
control and the inter-relation of these two. Moreover, 
in a particular clinical setting standardization of 
measures of asthma assessment is also important. A 
range of different methods are available for the 
diagnosis and assessment of disease control of asthma, 
each with its own advantages and limitations. The 
Global Initiative for Asthma (GINA) published 
comprehensive guidelines in 2010 and these remain a 
widely accepted and evidence based document for 
assessment and management of asthma patients.5 
Methods 
   This descriptive study  was done at KRL General 
Hospital, Islamabad from April to July, 2010. Fifty  
patients of   asthma were enrolled from pulmonology 
clinic. Patients with respiratory tract infection or 
significant asthma exacerbation and use of systemic 
steroids in past 4 weeks, serious medical illnesses, 
tuberculosis and other lung diseases, smoking and 
pregnancy were excluded. 
    Demographic data of all enrolled patients was 
recorded. Patient socioeconomic status using the 
modified Kuppuswamy socioeconomic classification  
and educational status were recorded. The severity of 
asthma was assessed both clinically and by measuring 
FEV1 in accord with GINA guidelines 2010. 6 Patient’s 
current treatment was reviewed and its accuracy as 
regards severity of asthma was recorded using GINA 
2010 guidelines described asthma step therapy. 
Patient’s Inhaler technique was also assessed. Discrete 
variables were listed as counts or percentages and 
continuous variables were listed as means. 
 
Results 
    The mean age was 43 years (range 18-70) with 
female predominance (66%). Eighty eight percent of 
patients belonged to lower middle and lower classes. 
Fifty eight percent of patients had a family history of 
bronchial asthma (Table 1).Initial diagnosis of Asthma 
was made on clinical grounds in majority(90%).Only  
few (10%) had objective confirmation of asthma by 
spirometry with reversibility testing. The severity of 
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Asthma was only documented in 10%.These were the 
patients who were seen in pulmonology OPD 
previously (Table 2).  
   Every enrolled patient underwent spirometry to 
objectively assess disease severity. Only 48% were on 
optimal treatment according to disease severity while 
the rest (52%) were on suboptimal treatment including 
inhaled or oral salbutamol only. These patients had 
only seen their local general practitioner for asthma 
management previously. The assessed inhaler 
technique was correct in only 30% (n=15) of patients. 
Only 40% (n=20) of patients were compliant with the 
prescribed treatment and 36% (n=18) had good asthma 
control according to GINA guidelines (Table 2). 
 
Table 1: Audit of Asthma management- 
Baseline Characteristics 
Age(mean)  43 years 
(range 18 – 
70 ) 
Gender Male 34% 
 Female 66% 
Socioeconomic 
Status 
Higher Class 2% 
 Upper Middle 
Class 
10% 
 Lower Middle 
Class 
38% 
 Lower Class 50% 
Education Level Illiterate 18% 
 Primary 8% 
 Middle 12% 
 Matriculate 24% 
 Intermediate 14% 
 Graduate 14% 
 Postgraduate 10% 
Family H/O of  
Asthma  
 58% 
Table 2: Asthma Management- 
Summary of Audit Results 
Variable Percentage 
Objective Confirmation of Asthma 
by Spirometry 
10% 
Patients on Optimum Treatment 
According to Severity 
48% 
Correct Inhaler Technique 30% 
Treatment Compliance 40% 
Good Asthma Control 36% 
Discussion 
     Bronchial asthma is a chronic inflammatory disease 
of the airways characterized by bronchial hyper-
reactivity and a variable degree of airway obstruction. 
It is diagnosed on the basis of the clinical history, 
physical examination, and pulmonary function tests. 7,8 
     By definition clinical practice guidelines are the 
systematically developed statements to assist 
practitioner and patient decisions about appropriate 
health care for specific clinical circumstances.9 Their 
successful implementation should improve quality of 
care by decreasing inappropriate variation and 
expediting the application of effective advances to 
everyday practice. Various professional bodies have 
published asthma guidelines and then revised from 
time to time to lay down a road map for the physicians 
to follow, the GINA guidelines being one of the most 
authentic ones.9 
   The Global Initiative for Asthma was created in 1993 
by WHO in collaboration with the National heart lung 
and blood institute of the USA to increase awareness 
of asthma among health professionals, public health 
authorities, and the general public, in order to 
improve asthma management worldwide.6 The 
Initiative prepares scientific reports on asthma and 
encourages dissemination and implementation of the 
recommendations. 
     In the present study descripiencies were in the  
theoretical instructions (GINA guidelines) and the 
clinical practice in our setting. Similar observations 
have been made by “Joint Task Force on Practice 
Parameters”. 10  Cabana MD et al described an 
evidence based account of various barriers in clinical 
practice which lead to non-compliance with clinical 
practice guidelines. These barriers were identified as 
physician,patient environment related.11 
     It is observed that despite wide promulgation, 
guidelines have had limited effect on changing 
physician behavior but on the other hand, physician 
adherence to clinical practice guidelines is critical in 
translating recommendations into improved 
outcomes. In general, little is known about the process 
and factors responsible for how physicians change 
their practice methods when they become aware of a 
guideline.12-14 
     Physician adherence to guidelines may be hindered 
by a variety of barriers. Physician knowledge based 
barriers include lack of awareness and lack of 
familiarity with guidelines. Physician attitude based 
barriers include lack of agreement, self-efficacy, 
outcome expectancy, and the inertia of previous 
practice. On the other hand despite adequate 
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knowledge and attitudes, external barriers can affect a 
physician’s ability to execute recommendations.11 
    In this audit it was found  that physician knowledge 
based barriers is one of the main cause of non-
adherence to clinical guidelines as all patients 
previously seen in pulmonology OPD were assessed, 
diagnosed and managed according to GINA 
guidelines while less than half of the rest, who were 
previously seen in general medical OPD or in local GP 
practices, were managed according to GINA 
guidelines. This implies that physicians in general 
medical OPD were either unaware of or had causal 
awareness of the guidelines. This causal awareness 
does not guarantee familiarity of guideline 
recommendations and the ability to apply them 
correctly.11 
      It was observed that almost half the patients had 
never been to a specialist OPD (Pulmonology or 
General Medical) for their asthma management and 
hence were on sub-optimal treatment including short 
acting beta2 agonists in inhaled or tablet form only. 
The main reasons identified were lack of education, 
inadequate understanding of the disease, considering 
asthma and inhalers a stigma and female 
predominence who are usually not properly catered in 
our setup.15,16 
     Problems with inefficient use of the pressurized 
metered-dose inhalers are well documented. Practice 
of efficient inhalation technique is far less than 
satisfactory. Correct inhaler technique is vital for good 
asthma control and the use of spacer device with 
inhaler is suggested to improve the drug delivery.17,18  
 The other factors identified for non-adherence to 
guidelines were environmental or external barriers. 
One factor was busy medical OPDs with no formal 
patient appointment system. This leads to insufficient 
time spent in evaluating asthma patient.  
 
Conclusions 
 Asthma management, especially in context with 
inhalers administration, requires critical appraisal. 
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